the doctor are able to change the focus of the consultation and control the duration and the amount of information provided (Kaplan et al, 1996) . Street (1991) found that while controlling for other patient factors, the frequency with which patients asked questions was significantly related to the amount of information received about general medical matters and in particular about diagnostic and treatment issues.
Previous attempts to influence patient question asking behaviour have met with limited success (Roter, 1977; Butow et al, 1994; Brown et al, 1999) . Roter (1977) evaluated a short coaching session by a psychologist which encouraged general practice patients to ask questions. Although question-asking behaviour was increased, this required considerable resources and one outcome was increased negative interchanges between the doctor and patient. Butow et al (1994) reported the use of a question prompt sheet given to cancer patients before their initial consultation with an oncologist. The question prompt sheet did increase the number of questions about prognosis, although total question asking was unaffected. In a similar study Brown et al (1999) investigated whether combining the previous approaches (coaching and a prompt sheet) would intensify the impact; the question prompt sheet significantly increased the number of questions cancer patients asked generally, and specifically regarding prognosis and tests, but coaching had no additional impact. However, these 3 studies have limitations: (a) the physician was not involved in the intervention process, (b) Roter's study (1977) was conducted in a general practice setting and the generalizability to a cancer setting is questionable and (c) the Butow et al and Brown et al studies Brown et al, 1999) were limited to analysis of Promoting patient participation and shortening cancer consultations: a randomised trial patients from one or two medical oncologists respectively.
The current study investigated the effects of (a) a question prompt sheet provided 15-20 minutes prior to the initial consultation with one of 9 oncologists and (b) active endorsement and systematic review of the question prompt sheet by the physician, on cancer patient question asking, length of the consultation, recall, unmet information needs, anxiety and satisfaction.
PARTICIPANTS AND METHODS
Patients with heterogeneous cancers, attending an initial consultation with one of 5 medical and 4 radiation oncologists at 2 University teaching hospital outpatient clinics were invited to participate. Exclusion criteria consisted of; (i) age less than 18 years, (ii) non English speaking, (iii) advanced incapacity, (iv) life-threatening illness other than cancer, and (v) non availability for the duration of follow up.
Procedure
Prior to the consultation patients were informed of the purpose and requirements of the study and written permission was obtained for their participation and to audiotape the consultation. At this time eligible participants were randomly allocated to one of 2 patient groups using a random number table generated by computer.
Group 1
Patients were provided with a question prompt sheet (see Figure 1) .
Group 2
No prompt sheet. Prior to the commencement of the study the 9 participating doctors were randomly allocated to one of 2 doctor conditions.
Group 1
Doctor 'Passive'; Doctors consulted in their standard manner and were not informed of patient assignment.
Group 2
Doctor 'Proactive'; Doctors were informed when patients had been given a question prompt sheet and they actively addressed the prompt sheet by following a standardised protocol which led them to endorse the importance of asking questions, reassure the patient that they would answer questions to the best of their ability You can keep this sheet with you when you see the doctor. You may find that the doctor answers your questions without you even asking, but this sheet can serve as a checklist so that you know that you have covered everything that is important to you. and systematically review each question listed on the question prompt sheet. Doctors received training in the use of the written protocol and after 5 consultations were given feedback about their compliance with suggestions for improvement if necessary. Subsequent analysis of the consultation transcripts revealed that the feedback increased physician compliance with the protocol. Consultations with patients who had not received a question prompt sheet were to be conducted in the doctor's standard manner.
Questions people often ask
Thus there were 3 groups: (a) patients who did not receive a question prompt sheet and who received standard care (50% of total sample), (b) patients who received a question prompt sheet which was actively endorsed (25% of total sample) and (c) patients who received a question prompt sheet which was not actively endorsed (25% of total sample).
Prior to the consultation, and before randomised patients received the question prompt sheet, all participants completed a short questionnaire measuring anxiety and information and involvement preferences. All consultations were audiotaped to allow analysis of information presented during the consultation. Immediately following the consultation anxiety was re-assessed. All patients were provided with a copy of the tape within one week of the consultation for ethical reasons. Audiotapes were fully transcribed. 7-10 days following the consultation, patients were mailed questionnaires to assess satisfaction with the consultation, anxiety and information needs. Also, within 10 days of the consultation, patients were given a structured telephone interview to assess recall of the information contained within the consultation.
This project received ethical approval from the Central Sydney Area Health Service, Western Sydney Area Health Service and the University of Sydney Ethics Committees.
Coding
Patient questions (requesting information or guidance) were identified each time they occurred in the transcripts. The content area of the question was coded (history, diagnosis, prognosis, treatment, other medical, psychosocial, social support/counselling/ stress management, social exchange, and other/non-specific).
A manual was developed with clear criteria for codes. 2 coders were trained in the use of the manual to code transcripts. Coders re-coded a random 10% of their own consultations and 10% of the other's consultations to determine intra-and inter-rater reliability for the content category within which the question occurred. These proved to be high. The Cohen's Kappa between re-ratings by the same rater on content category was 0.945 and between raters 0.922, respectively. The consultation tapes were timed, as was the length of time the doctor and patient spoke.
MATERIALS

Question prompt sheet
The question prompt sheet included text endorsing question asking as an activity useful to the patient and welcomed by their oncologist, followed by a structured list of 17 questions commonly asked by patients of their oncologist. For details of the development of the prompt sheet see Butow et al (1994) . Participants were asked to circle those questions they would like to ask and add any additional questions. Patients usually had at least 15 minutes to read and consider the question prompt sheet prior to the consultation (see Figure 1 ).
Questionnaires
Anxiety
Anxiety was measured using the Spielberger State Anxiety Scale (Speilberger, 1983) , which is a widely used scale measuring situational anxiety.
Information and involvement preferences
The amount of information participants required was measured using an adapted form of the Cassileth Information Styles questionnaire (Cassileth et al, 1980) . Questions address the amount of detail required (on a 5-point Lickert scale). Patients also indicated their need for more information about 7 specific content areas on a 5-point likert scale. Participants were also asked to indicate their preferred level of involvement in decision making from a range of 5 options (from the doctor only making the decision, to collaborative decision making, to the patient only making the decision) (Degner and Sloan, 1992) .
Satisfaction
Patient satisfaction with the consultation was assessed during the follow-up phase using a 25-item Likert scale adapted from Roter (1977) and Korsch et al (1968) . This scale assessed satisfaction with: (i) the amount and quality of information presented; (ii) the communication skills demonstrated by the doctor; and (iii) the level of patient participation in the consultation. The internal reliability of this scale in a sample of 80 patients enrolled in a similar study was high (Cronbach's alpha = 0.91).
Recall
Recall was measured using a structured telephone interview (Dunn et al, 1993) . Recall was assessed by asking questions regarding specific areas which may have been covered during the consultation. Each item recalled by the patient during the telephone interview was recorded and compared with the specific items mentioned by the oncologist during the consultation. The percentage of facts recalled accurately in total, and the number recalled accurately within each category were then calculated.
Sample size calculation
The primary outcome was total question asking. Calculations are based on our earlier study ) evaluating a question prompt sheet used during consultations with one doctor. Sample size was calculated using the SAM sample calculation package produced by the Australian National Health and Medical Research Council Clinical Trials Centre. The following parameters were used: 80% power, 0.05 level of significance, average question asking of 5.5 ± 4.5 rising to 7.5 (0.5 standard deviation) in patients who receive a question prompt sheet. The sample required to detect this difference is 80 per arm. Therefore the required sample size would be 320 patients in total.
Statistics
Analyses were conducted on an intention-to-treat basis. The total number of questions asked and the number of questions asked within each of the categories of the prompt sheet were calculated. The distributions of all these variables were significantly skewed. Mann-Whitney U tests were applied to detect whether (a) the provision of a prompt sheet or not and (b) the proactive or passive doctor condition influenced, the total number of questions asked, information needs and satisfaction with the consultation. Kruskall-Wallis one way analysis of variance and Mann-Whitney U tests were used to detect differences in anxiety between groups. Independent sample t-tests and one way analyses of variance were used to detect differences in consultation duration and total recall of information as a result of the interventions. Analysis of recall within specific topic areas was conducted using Mann-Whitney U tests due to non-normal distributions.
Demographic and disease variables demonstrating a univariate association below 0.20 with the question-asking outcomes were modelled in multivariate logistic regressions using a backward elimination procedure to determine whether the interventions (question prompt sheet, doctor endorsement) were independent predictors of higher levels of patient outcomes.
RESULTS
141 female and 177 male cancer patients participated in the study. Participant demographics and disease variables are shown in Table  1 . Differences between groups on these variables were nonsignificant indicating that the randomisation was successful in achieving equal treatment groups.
Question asking
Patients asked 3493 questions during the 318 consultations (median (md) = 9 per consultation, Inter Quartile Range (IQR) = 0-53). The majority of these questions (n = 1642) related to information about treatment. 122 questions were asked regarding prognosis. The remaining questions were spread across the other content categories (see Table 2 ). The 318 consultation tapes ranged in duration from 8 minutes to 78 minutes with a mean (x -) duration of 31 minutes (standard deviation (SD) = 13, md = 29.20 minutes).
Testing for contamination effects
Our first concern was to test whether doctors were able to maintain their standard practice when the randomisation dictated. If so, active doctors should maintain their standard practice with those patients who did not receive the question prompt sheet, while passive doctors should behave in their standard manner with all patients, whether they received a prompt sheet or not.
Prior to the commencement of the study, 5 baseline consultations of each doctor were audiotaped. These consultations were transcribed in full and patient questions were identified and counted. Patient question asking was compared for active doctors only, between baseline consultations and those in which patients did not receive a question-prompt sheet, using a Man-Whitney U test. No significant differences were found, suggesting that active doctors were able to maintain their standard practice as directed. Similarly, we compared question asking for passive doctors only, for consultations in which patients received or did not receive a question prompt sheet. No significant differences were found, suggesting that passive doctors also were able to maintain their standard practice.
Impact of the prompt sheet and doctor intervention on question asking
In patients who had a prompt sheet, no significant differences were detected in the total number of questions asked between those who saw a passive or proactive doctor. The same was true of the number of questions asked in each of the content categories. Thus these 2 groups were collapsed to allow an exploration of differences in question asking between patients with a prompt sheet or not. No significant differences were found in the total number of questions asked; however, patients with a prompt sheet (md = 0, IQR = 0-2) asked significantly more questions regarding prognosis than those without (md = 0, IQR = 0 -1) (z = -2.07, P = 0.039). The prognosis category included any questions about the likely course and outcome of the disease, risk of relapse and chances of cure. Additionally, the total number of items of prognostic information given by the doctors was significantly more for patients with a prompt sheet (md = 5, IQR = 3-8) than those without (md = 4, IQR = 2-7) (z = -2.91, P = 0.004).
We then explored the hypothesis that the question prompt sheet had a greater impact on question asking about prognosis if the doctor did not often talk about prognosis in standard consultations. Doctors were coded into high and low providers of prognostic information (providing above or below a median of 4 items of prognostic information in standard consultations where the question prompt sheet was not used). An interaction term was calculated between this variable and the question prompt sheet variable. However the interaction term proved to be non-significant in logistic regression, indicating that the question prompt sheet did not have a greater impact when the doctor did not often talk about prognosis.
Multivariate analysis of factors influencing question asking about prognosis
As prognosis was the only category in which question asking was influenced by the provision of a question prompt sheet, multivariate analyses were conducted only for this category. Occupation, education, age and stage of disease were associated with question asking about prognosis below the 0.20 level of significance and were therefore included in the multivariate model. Question asking about prognosis was recoded into a dichotomous dependent variable (0 vs 1 or more questions).
Following the logistic regression only the prompt sheet variable remained in the model. Patients with a prompt sheet were more likely to ask a question about prognosis (Odds ratio (OR) = 1.60, 95% CI = 0.98-2.60) than control patients; however, this result can only be reported as a strong trend to significance (P = 0.058).
Impact of the prompt sheet and doctor interventions on consultation length
The consultations of radiation oncologists, in this study, tended to be shorter (mean = 23.27 min, SD = 9.2 min) than the consultations of medical oncologists (mean = 38.9 min, SD = 11.1 min). The length of consultations ranged between 8 to 78 minutes. The presence of 5 outliers in the medical oncology consultations accounted for much of the skew in the distribution. Significant differences were detected in consultation length as a result of the interventions (F 2, 302 = 3.89, P = 0.021). Tukey's post-hoc comparison testing indicated that consultations in which the doctor was proactive and the patient had a prompt sheet were significantly shorter (x -= 28.50 minutes, SD = 9.87) than those in which the patient had a prompt sheet alone (x -= 34.36 minutes, SD = 14.93) and the control group (x -= 32.09 minutes, SD = 13.13).
Information needs
Frequency of response was explored for each of the 7 items comprising the Information Needs Scale. Relatively high unmet needs were reported, especially on some items. For example, 30% of patients wanted more information about prognosis after the consultation. A total score was computed for this scale by summing those items where information was still desired after the consultation. Neither the prompt sheet nor doctor endorsement were associated with unmet need for information.
Recall
Patients who had a prompt sheet and whose doctor was proactive (x -= 52%, SD = 18) recalled significantly more information in total than those patients with a prompt sheet alone ( -x = 44%, SD = 21) (t 126 = -2.118, P = 0.036). The no prompt sheet group was not significantly different from the other groups. When specific content categories were explored, patients with a prompt sheet whose doctor was proactive recalled significantly more information regarding treatment issues (z = 6.606, P = 0.010) and side effects (z = -2.608, P = 0.009) than those with a prompt sheet alone.
Multivariate analysis of factors influencing total recall
Patient age, gender and whether the patient had listened to the consultation audiotape prior to the recall interview were associated with total recall below the 0.20 level of significance. Interaction terms were calculated between the patient age and gender variables and the endorsement of the prompt sheet variable. These variables were included in the multivariate linear regression model. Only the interaction between gender and endorsement of the prompt sheet variable remained in the model (F 1, 186 = 6.056, P = 0.015), indicating that males whose doctor endorsed the prompt sheet recalled more information while this was not true for females.
Anxiety
Anxiety levels were equal between the patient groups prior to the consultation. Immediately following the consultation patients with a prompt sheet alone (md = 37, IQR = 28-46) were significantly more anxious than either patients with a prompt sheet and a proactive doctor (md = 31, IQR = 22-40) or patients in the control group (md = 32, IQR = 25-43) (χ were not significantly different. There were no differences in anxiety levels between the groups at the one week post-consultation measurement.
Satisfaction
There were no differences in satisfaction as a result of the prompt sheet or doctor endorsement.
DISCUSSION
Patients provided with a question prompt sheet compared to controls were more likely to ask a question about prognosis although this did not quite reach significance after controlling for sociodemographic and disease variables. Oncologists also gave significantly more prognostic information to patients with a prompt sheet. These effects were apparent even in consultations with doctors who usually discussed prognosis. This simple intervention had no similar impact on patient question asking about other items discussed in initial consultations with oncologists.
Provision of a question prompt sheet to cancer patients before an initial consultation has been found in 2 separate studies to promote question asking about prognosis Brown et al, 1999) . The significant impact in this study appeared to be in increasing the percentage of patients who asked at least one question about prognosis (with 48% of patients with a prompt sheet asking at least one question about prognosis, compared to 39% of those without). Arguably, one question is all that is required to produce the information needed.
It is unclear whether the change is due to the prompt 'legitimising' question asking in this sensitive area, or whether it reflects oncologist reluctance to spontaneously raise this matter at an initial consultation even though cancer management recommendations are frequently made at this time. However, the fact that no overall increase in question asking was observed in patients receiving a prompt sheet suggests that the prompt sheet 'empowers' patients to ask questions which focus discussion on a topic which is not usually adequately discussed by oncologists in their initial consultations. In another study analysing taped consultations, we have documented that only 43% of patients with metastatic disease received information about their prognosis in the initial consultation (Gattellari et al, 1999) , while the number of patients receiving information about life expectancy with and without treatment was even smaller (14%). In another Australian study only 43% of 172 breast and melanoma patients of all stages, interviewed 6-12 months after their diagnosis, reported that they had been told their prognosis (Butow et al, 1996) .
Reticence to provide information about prognosis to patients is often based on a concern that the information could be contrary to patients' wishes or best interests, and further, that once raised, the doctor will be unable to provide appropriate support. Reassuringly, in this study while patients provided with a prompt sheet were significantly more anxious immediately following the consultation than those without, anxiety levels were significantly lower in the former group when the oncologist specifically addressed questions in the prompt sheet during the consultation. Together these results suggest that the prompt sheet promotes patient confidence to ask this difficult question, and provided the oncologist specifically addresses this and other issues raised in the question prompt sheet, patient anxiety is ameliorated.
A further concern expressed by doctors about discussing prognosis, is that in subsequently addressing the issues raised, the consultation will be excessively lengthened. In busy clinics, even 10 minutes added per consultation can cause havoc. Again this study provides reassurance on this point. The broad range of consultation lengths can be explained by the presence of several outliers in the medical oncology consultations. Long consultations were not typical of the sample. Provision of the question prompt sheet prolonged consultations, but if the oncologist addressed the sheet during the consultation, the average consultation length was significantly reduced, and to a shorter average duration than consultations without a question prompt sheet. This finding suggests that inviting patients to prepare for their consultation by proposing possible questions and then formally addressing them, can assist in organising the consultation more efficiently, and avoiding circuitous discussion while the patient tries to clarify his or her concerns, even if difficult issues are raised.
Finally, patients given a question prompt sheet which the oncologist addressed also recalled significantly more information about treatment issues and side effects than patients with a prompt sheet alone. This finding suggests that oncologist endorsement of question asking and their attention to issues raised in the prompt sheet reinforce treatment information which otherwise may not be recalled. Men recalled more information than women and appeared to benefit more from the doctor endorsing the question prompt sheet than did women. This result is hard to explain and deserves further exploration.
Despite being an advance on previous studies which have involved only one or two doctors, this study still included only 9 oncologists and the patients in their practice. The doctors involved came from 2 large urban centres; therefore the majority of patients were urban although a minority were seen at a rural outpatient clinic. Furthermore, a large percentage of the respondents had completed tertiary education (32%) and had a professional occupation (39%). Education and occupation proved in univariate analyses to be associated with question asking about prognosis. Therefore, the generalisability of the findings to the larger oncology community is questionable. Replication in other settings is recommended.
In summary, a question prompt sheet, if addressed in the consultation, shortens consultations, enhances recall and reduces patient anxiety. It is plausible that the provision of a question prompt sheet may have broad application in general medical practice. This simple intervention seems to have a lot going for it!
